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r e e d to integrate substance use,
— mer ai health and case management in:

aj;'lq;p‘ssessment
- ®Treatment Planning
® [reatment



|t takes two things to be a consultant -

;5‘ Gra‘g fFairand flemomboids.

T —

T he Grag JFairmakes you look distinguished -
| he fHemormfoids make you look concemed.
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HAVING FUN IN SUNNY FLORIDA &
WISH YOU WERE HERE L e



Dear Parti‘i'faants:
[BkROW When' yourare te

SENIOLISIY,WN0.0NE; ugﬂﬁﬁk.ﬂm-at_..

thelr crotch and smiles

Slncerely, Your Tralner












“Did you bring the weed?”
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) Dude, we totally
'$forgot our slogar

American Medical Marijuana Assn.
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| love long walks on the beach _
with my girifriend, until —
the LSD wears off and
| realize I'm just dragging
a stolen mannequin around
a Wendy's parking lot
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e Hallmark of Quality
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f;f; is the

- Management of Care”
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Serehliple .for Alc? [ﬂg‘tﬂ%
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HAVENOU VEI’ felt the need to CUT
AOWRIC 10NN bur drinking? Yes NO

22 rLJvﬁ I ever felt ANNOYED by
= 50N e@ne criticizing your drinking?  Yes No

- Q_" - — — ” B
— -/
- ’.'. .“.

== ..-1-Iave you ever felt GUILTY about

g— — e —

"'your drinking? Yes No

-

4, Have you ever felt the need for an
EYE OPENER to get you started in the
morning? Yes  No



SRifthe pastyear haveye
dug.) TIOKE than yourir ) :
“rlElvEn 6ou ever neglected some of your usual
rrur)orb jlities because of using alcohol or drugs?

s Ve you felt you wanted or needed to cut down
=on! your drinking or drug use in the last year?”

=0 Has anyone objected to your drinking or drug
..:'use?”
P. “Have you ever found yourself preoccupied with
- wantmg to use alcohol or drugs?”

E “Have you ever use alcohol or drugs to relieve
emotional discomfort?

i
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| "
IBInTthe ast yearshave youreverdrunk or

ISEd drugs. mere thanyou meant to?

ZEave you felt you wanted or needed to
Glit:down on your drinking or drug use in
the last year?
Stected  current substance use disorders with
—-n 1y 80% sensitivity and specificity and
- particularly sensitive to polysubstance use
_ disorders.
Respondents who gave 0, 1, and 2 positive
responses had a 7.3%, 36.5%, and 72.4% chance

of a current substance use disorder, respectively
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» Defend clinical decisions
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s SSESSMEN]‘______
ongomg process that is
ART of treatment,

NOT simply
an activity that
determines treatment
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T \Iﬁﬁg of T reaEment

Delivered
B the

o on Which It Is Based
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Assessment
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TePlacer
l~:1-’l‘t‘1e RIGHT services
|n ‘the RIGHT amount
| I3t the RIGHT intensity level
';’.%.f?_Wlth the RIGHT structure & support
~  tothe RIGHT people
- atthe RIGHT time
== in the RIGHT place
at the RIGHT price
to achieve the RIGHT outcomes
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~ *’ﬁ’ew ASAM Criteria language is
== conS|stent with the DSM-5 Criteria
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DSM-5 Cri €ria for Subs’tance Use Disorders

. Pt
_— |
ANmialc daptive pattern o) substance use, leading to
siiicallyssigniiica i'll’i’i]iﬁll’i’i’iﬁl’itﬂ@l’ldlﬁi’d‘u@&ﬁras—-—-l
fienifested by two (or more) of the following,
oeelifing at any time in the same 12-month period:

@) LO| erance
()— ‘Wwithdrawal
= (3 ~the substance taken in larger amounts or over

—

f_,»;‘-’:—«’—"?." ~ a longer period of time than was intended

~ (4) there is a persistent desire or unsuccessful
attempts to cut down or control substance use

(5) a great deal of time spent is in activities
necessary to obtain the substance, use the
substance, or recover from its effects




DSM-5 Criteria for
ubstance Use Disorders (cont)‘. -

G)Nmportant soual oé&!ﬁ'anonal or recr%e fonal activities

giErgIven up o du& DEcaUSE off substance use

(7) J.J_):;r*" Ce Use IS continued despite knowledge of having
I)erJJ:: nt OF recurring physical or psychological problems
Lyl Jj—"‘ I|kely to have been caused or exacerbated by the
S.JL):* ance

l

= (B)R eéurrent substance use resulting in failure to fulfill
? = a]or role obligations at work, school, or home

(9) Recurrent substance use in situations in which it is
-~ physically hazardous

(10) Craving
(11) Continuing substance use despite having persistent

or recurrent social or interpersonal problems caused
or exacerbated by the effects of the substance

] \l l hu“.‘



Gfr- g as'in'the DSM=5 Dlﬁw
for Subggance Useibitord l’?’
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Cunreé"“ DS
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cet pg 0-1 of the 11 criteria results in no
Juc 10SIS

—‘—> — ~ — - =

p—
T et

-"" 3‘{‘0 old “abuse "

»"”,'

e Meeting 4-5 criteria qualifies as Moderate
- (akin to old “abuse” or "dependence”)

® Meeting 6 or more qualifies as Severe
(akin to old “dependence”)
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_\Beep Beep! I'm a milk truck!
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Ghanges in the New ASAM Cri P

*F SECUIC JJIJJO four Spé‘mor)ulatlons
Deie) ]\-n“r ScrminalNitsticersysten
— O)fe[Sg¥ dults
= H,Jrér‘ =§ ‘with children
— Hrre Ie In safety-sensitive occupations

,.J,c 1@1d Maintenance Treatment (OMT) now Opioid
= 4’eatment Services (OTS)

“‘Sectlon on working with managed care
® Section on Tobacco Use Disorder

® Section on Gambling




Ghanges in the New ASAM Cr
Shiteriarmore s reﬁ@'ﬂﬁ*bg@, empo
oriented =
BN UEYECHENTES ——
NORehiange 'ih’description of levels of care

SEVEI o J e numberlng system changed from Roman to
r\rJJJf'

® ]\LJI e for LeveI 3.3 changed from “Clinically-Managed,
= erate Intensity Residential Treatment” to “Clinically-
=" anaged High Intensity, Population-Specific Residential
—= Treatment

- ® Opioid Maintenance Treatment (OMT) now Opioid Treatment
Services (OTS)

® Section Tobacco Use Disorders
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A
‘recovery-
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shianges in the New ASAM Crité€lia
SREHLERENmore strengtin= .),J:J:r, sm,uu erng JJ’J re.govew
orleniiel —— ' :
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obdcco l_JseDm;;I;?
Chang@ rom Nicotine Use Di S in the
_);)\/J-'" - — . |

J ﬁttentlon because:

]r-. lethality

,'l S rarely treated in SUD programs

—BUT . .. nicotine is the determinant of
—= addlctlon to tobacco

e Whlle it is mood altering, it is not associated
with the same behavioral disruption and
social and legal consequences as other
drugs




Tol dcco Use Dw_‘,

SRlVIerENpEople die frotﬁe'_u;e of
LOIYEECEO AMNE SECONC e
uigcli 'f:ftom the use of alcohol
2l the  other drugs, homicide,
=l ﬂde and WW: IT combined
mg serve as a trigger for
relapse to other drugs

_‘ When the route of administration
of the drug of choice is smoking (e.g.,
“crack”), the risk is increased
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EATChantix Carries Potential Alcohol
Inic:—)rasﬁ pn and Seizure Risk

- _.x»— o . -
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I j) ae te aImost 50 adverse events
—n 01vmg alcohol

._'»-1-3' —

== <decreased tolerance
- ® aggressive behavior
® amnesia
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obacco Wltll_@wﬁ':'r

Withiin 24 hours of cessation of use by 4 or
frore JJ‘ rrr‘ c)l]

m,,u frustratlon or anger
\r]AJ:E

e

— -._.

= E reased appetite
s Restlessness
=-'-"'{ ,

= °Depressed mood

- ® [nsomnia

Criterion of "Decreased heart rate” from DSM-1V
out



— | & Recent Study i -
SRESyehiatnic patients who took part ina sm ang-

SE56dLIoN| program wWhile they w e hospital
fortreatment of mental illness were more likely: to
clulje SIOKING andle KelV'to be hospitalizec
geeinfor mental illness, a new study shows

))4. Datients at a smoke-free psychiatric hospital in
Ornla

== hteen months after leaving the hospital, 20
percent of those in the treatment group had quit
- smoking, compared with 7.7 percent of those in
the control group

® Forty-four percent of patients in the treatment
group and 56 percent of those in the control group
had been readmitted to the hospital.




Smo‘lqwiation Is Linked to Reduced Prevalence of
Substance Use and Mood/Anxiety Disordq::i

Percentage With Disorders
at Follow-Up

Mood/Anxiety Alcohol Use Drug Use

= .— - Disorder
."!' '

~ disorders qwt smoking during the 3-year period between initial
and follow-up interviews. Compared with participants with such
histories who continued to smoke at or near their initial intensity,
these people who quit were less likely to have current diagnoses
of the disorders at the follow-up interview.

e * NESARC, 2001-2002
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~* The roIe of secondary prevention and
smoklng
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jigotine Alternatives to Smoeking e
‘ool ah “use |s,gon’fg up in all age groups
Jrrwres UF [garettes that allow

1 Jf ustment In the amount of nicotine
) puff

=/ aftlcular risk to children and
ﬂolescents because marketing in flavors

: (e g., bubble gum)
~e Safer than tobacco but safe???

- LB
- ~\






anting Tobacco Treatment™
Success vs. Failur —

SN @ tobacco cessation — don't separate
REECOVERY oM stpst 8 (Ise disorder
gshiould be no different than cannabis use

Etine facility in someone with a severe
e zohol use disorder

= :_he problem is not the drug of choice .
: '? =~ [t Is reliance on psychoactive substances

—— _-— = tO COpeE
- e Toobacco use disorder treatment should be
‘ reflected in the:

— Assessment

— Treatment plan

— Progress notes

ImpIle
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JCannor pe done.
J[ G ould not Interrupt

=4y, se who are aoing it”
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- George Bernard Shaw
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/OJ)~)J! 1 among people with acute mental
IIRESS;, 36.1% were current smokers

coIpa éd with 21.4% of adults with no
Smen al illness

f_ —

=¥ Tobacco use in patients in substance use

—g: i

- -*treatment programs ranges from 65-97%



e aV|ora ‘
H ealth Patients
~ Continuing
Tobacco Use?
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SRONE Ol MOSt OVErOoKed Co- occurrlng
cl] JJr,J"_ s W|th substance use disorders

SEV0 Jr; | screen — “Lie-Bet” Screening
fn_)e CIr 1ent

: == ) Have you ever felt the need to bet
f:“ ~ more and more money?

—

- 2) Have you ever had to lie to people
| important to you about how much
you gambled?

—
~_aplm—

.\’\
.’ {1

\' '\'

J—



BN Gambling Treatment Issues s
AYOSt aC diction treatment Frogr-am onot
eutinely Screen for gambling disorders

MNTicj O concernMstthat’substance userand
Jelfivling dlsorder treatment IS almost totally
Sepalate With separate and distinct programs
and Certifications, a lack of screening of one
aISOrder when assessmg for the other and even
= St parate conferences.

I of this is reminiscent of the split between
substance use and mental heath disorders of
-~ 30 years ago

® At very least, SUD treatment providers should
at be screening for a co-occurring gambling
disorder and if screened in, be prepared to
refer to Gamblers Anonymous




ASAM's
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PRINPES| O patlents who are not well served
DYALhE 2 ASAM Criteria

= D es Of patients who clinicians find
ﬂcu1t in applying the criteria
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Ghanges in the New ASAM Cri

SfilEria more s reﬁﬁ'ﬁ’t_b@po

OIENLEd

acrion rJJJPF( ., se F SOIEErS
tlor] Jnx our SpPEcial Populations:
r),-wor)l‘-\.} the criiminal justice system
= ;,dults
_ — 33 nts with children

e@ple in safety-sensitive occupations
g“’I\—Ié{:han In levels of car

= ge in levels of care

~ ® Made consistent with SUD diagnoses in DSM-5

® Opioid Maintenance Treatment (OMT) now Opioid Treatment
Services (OTS)

® NO changes in the adolescent criteria

—l
A

ecovery-

R




: special Populations
REUPIENTIthe Criminal Justme‘?'stﬁh'
J s.-indlwduals—l_ncarcerated under
CORYIIE A UPERVISIONTSUCH as correctiona
rquW«- houses or under probation or parole or

r),Jr,L,jr IN drug court programs

2 Be ause of varying security levels, the ASAM
= Jterla may not have applicability

—e s Conflict frequently ensues because for treatment
- providers, recovery has the highest priority but for
criminal justice, the highest priority is public safety

e Different priorities can be complementary by the
artful application of the ASAM Criteria




Specic pulW

Pagr I)J—‘ JIJ bheyGr; mm* Justice.System..

¢ Sl N )
’ "
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- .. S

GJ4J~ of reduced/ellmmated substance
USE; =1 educed recidivism and improvement

w&

_,;,,:, 1 nctlonal areas of the individual’s life
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»..Challenges,.
-

J r,gr)_wr'rjylr 'm "‘e"r koL hiiheﬁt-a‘ge-@f——ﬂ

Crizlnle 7|n an mapproprlately short time

idme

J J.JJC a5, determlnlng length of stay and level

are iInstead of clinicians

.-.-4
gt
.

—

i.-'

e TI)_ue to limited resources, CJ system often
~ has to make decisions based on what is
available rather than offender’s needs
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E hallenges ;i _
G Emphasis is oﬁﬁﬁﬂnogenlc RISk Need
2l)c r{surc ISIVIT mmma——-
reCJVAﬂ
5 O gl nse to SUD treatment may be in
celf act W|th CJ expectations (e.g., positive

a—:--—E '=~m treatment

— gﬁlgh caseloads in CJ treatment

- ® More emphasis at discharge or transfer on
Dimension 6 for offenders




| — Defining Recovery .
' . _— {b
SRihE referral fromrehild welfare of an

glcohiolic father. whoe,abuses, his children —
FlOWE ,.. ber but still abusing his children

2 e ferral from drug court who no
logle er uses drugs and is now drug free
= allowing him to better use his criminal

——

P ,-—b.—-—-

;':j‘i-‘SkﬂlS
o CAUTION: Demand from judge that an
offender caught selling drugs who is not

addicted and may not even use drugs, be
admitted to your program
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Ghanges in the New ASAM Cri

SfilEria more s reﬁﬁ'ﬁ’t_b@po

GlEnEd
actiorn J‘\)_)Jc“rr U '"r-ll“ sorclars
Jr]* our Special Populations:
— Yziojo r)JaJ the criminal justice system
2 ;,dults
_ — g;; nts with children
eﬁple in safety-sensitive occupations
ﬁ“‘I\-Ié ). change in levels of care
= Made consistent with SUD diagnoses in DSM-5

® Opioid Maintenance Treatment (OMT) now Opioid Treatment
Services (OTS)

—l
A

ecovery-
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'Specia .opulatiw
. i-fOId 2 "d_uIS‘“ i

R

t he criteria in the DSM-5 for a
cllz g iS of a Substance Use Disorder may
ur*s S appllcable to older adults

_ L jS‘lnappllcablllty WI|| at least skew severity

2 Jz1n)Y JJ’

- 'n

placement



JSM-5 Cr|‘ e|a for Sub§tance Use DiS_'ﬁ,rdéll‘g

v — L 4

.
ANiielc daptlve patte 0)j substance use, leading to
clifyicallyssignificantimpairmen riillstr-ess,-as———-

IIEIESTEd DY two (or more) of the following,
JCCJrrJf)G at any time in the same 12-month period:

(1) ,O Srance
(2) vithdrawal
= | _,::the substance taken in larger amounts or over

'.;———/—

,-.—.r.-f‘ff a longer period of time than was intended

(4) there is a persistent desire or unsuccessful
attempts to cut down or control substance use

(5) a great deal of time spent is in activities
necessary to obtain the substance, use the
substance, or recover from its effects




DSM-5 Criteria for
Substance Use Di ?ﬁders (co

(6) Irrloorie tSOCIal OCCUPALIONE I.or Fechedtional actiVities
are g]\/er] UPLOIEIEC! cedibecalise of substance . use

PYEsSicHGERISENSIContUEAIdEspIte knowledge of having

I)r'r_,lszenr'p “recurring; physical or psychological problems

it el h' ]y {0 have been caused or exacerbated by the

51 _)S.Jf ca

(E)) RECL ra"sent substance use resulting in failure to fulfill

;; T G‘r'role obligations at work, school, or home

~— ~v"‘

== —g) ‘Recurrent substance use in situations in which it is

—

..-:— - '---phy5|cally hazardous
- (10) Craving
(11) Continuing substance use despite having persistent

or recurrent social or interpersonal problems caused
or exacerbated by the effects of the substance



IOSES ib_  —

, 5 “Ider adult cannot meet more
the 11 criteria

I|m|t severity to Mild

= « -
- — ——
o ——— —
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pecial Poﬁﬁ’lattgiw
*O'Id.ez;,Afd'ul

SEG of mobility’ problems treatment
S and recovery group attendance can
~51 problems

il ny: older adults do not drive at all at hight
= »Tf’step meetings)

‘ 0‘:Re|mbursement restrictions (e.g., Medicare
~ does not reimburse for residential treatment)

= o

EEEJ
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hianges In the New ASAM Critel S Jr—
Sliteniarmore strength-base Eﬁpo ECcoVery-

oriented. =
action) rJJJPF( Jse DISOIEENS

tlor) ol oUr SpPECial Populatlons

— Yziojo r)]r)J ;the criminal justice system

= O]Jdo dults

=D ents with children

T e

;* = People in safety-sensitive occupations
‘ Nochange in levels of care

~ * Made consistent with SUD diagnoses in DSM-5

® Opioid Maintenance Treatment (OMT) now Opioid Treatment
Services (OTS)

- p— - e — e S
m——




Jecial Popﬁlati::?;
areﬁ't‘sm_;h’ Chil ‘

40 ) ;

~/ JO‘" J\C e W [ladrer

F‘JJJ" pregnant post-partum women,
J”rr 1a| parents, both men and women
nd non-custodial parent

—e5p :éC|aIIy designed programs including
= ,Hrogramm/ng for children

® Any level of care
® Dimension 6 is key

J iy
C
el

- —

5;
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PRBESIC m» ructlon onh how to care for a child
) el,_) 1th bonding to the child
=== Dare 1t effectiveness training

i’Q ft treatment safe housing
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shanges in the New ASAM Cr
Slilerarmore strength-based ‘E‘m'po ECOVery-
OIENEE" = “
aerlon) rJJJFF( '; SEMDISOo! rn‘-l -

tlor orl oUr Special Populatlons
= Héo,)la .JE ethe criminal justice system
— OLlrJo ults
— —Par __nts ‘with children
;*4 =People in safety-sensitive occupations
‘ Nechange in levels of care

® Made consistent with SUD diagnoses in DSM-5

® Opioid Maintenance Treatment (OMT) now Opioid Treatment
Services (OTS)

- =




Special Populations
PEISUIS n-Safety-Sensﬂwe,,ggt

) rleyes] espon5|b|I|wR-t'ﬁe public
—rJJ\/Hf a'petential for Seric

Jac,ll: se of their impairment

fmp tl public trust in their occupation

2 _r ns"- 'two factors color decision about type of
= {reatment, setting and length of treatment

1"""—

~e Aggresswe treatment and continued monitoring do
~more than assure safety of public at large

— e.d., a police officer who relapses may have an adverse
effect on public safety, peers, the department,
government officials and public opinion may reactively
punish subseqguent officers

Fatiorie—

arm OO Ers
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| Special Populations ~ -
HEISUTIE) 'niSaﬁety-Se_nsitivW

-———

ey aniples ofisafety-sensiti UVEWONKErS Include:.
Sphysicians & nurses
v:‘_r:arjr 3Hans and animal workers

] JEJ' 'healthcare professionals

= ck and bus drivers; railroad engineers
fp|1ots

- —

—
B
e —
e

—

"-5 — attorneys
- —nuclear plant workers
— police officers
— psychologists, social workers, A & D counselors
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_IThe Issug of
ARAID Counselo sW '

elapse

—

RIWeIyear S 0 sobrlety as a requirement for
e p)f'“ |on

sGiving somethmg away you don't (yet)
_..;_«.41:& e7” |

-~

—=a .vPa’flents with longer abstinence that
j' ‘counselor

® [ssues of the Americans with Disability
Act?

—
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r eC|aI COHSIdEI‘w i

o rJ‘—LJ}" care worker!&hs ave access to drugs,
SOMEtimes the very drigs they used

Jn_JJ’ cover police officers have access to
JrJ\ and black market drugs as may
rneys

. ___..—-‘-’ —

"7"'3’ - ealthcare workers commonly have
E -~ difficulty adopting the role of “patient”

— The more responsibility the person has in his
or her day-to-day life, the more difficulty




Treatment Issues

pealthcare work'&?-—work in a “hostile”

‘Jf]\/erf]f SR MMMGE_-‘
Eiilise sk|IIs

E J,Jrss\ vsensmve workers should
discontinue work and should not go back
— !c "ﬁl

-C'

= — Public risk issues have been addressed

= —AII work regulations, licenses and legal issues
have been addressed and a permit to return
to work

-

—



atment Issues (cont.)

SESEIEL) eh-sitiveawmkers should
discontinue work'and should not go back
LprellEs

— WJ!‘ ‘cues and triggers have been delineated
diid'a management plan is in effect

— he work environment has made appropriate
= —-=a1terat|ons to maximally encourage to
'--7.-""
= sustained recovery. . . Especially true for

~  those who have steady personal access to
their previously addictive drugs

— Supervisory personnel have training to
address profession-specific workplace issues
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@

ient Issues (cont:
!

SANEEd professional-specific groups
HRerder to talk openly. and to, resist the
OIETOf jUnior therapis

‘-mvl professional-specific support groups

J S- o) 1ld address pragmatic, logistical and
= emotional problems the patient will face in

ﬁ‘écovery including possibility of no income
~— for an extended period of time

® | ong term follow up and body fluid or or
tissue analysis
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hianges In the New ASAM Critel S Jr—
Sliteniarmore strength-base Eﬁpo ECcoVery-

oriented =
acriof) rJJJPF( " ISENDISOIEENRS

cilogons oUr Special Populatlons

> Hr-‘O,)PJ _»the criminal justice system

— OLIdo dults

—-3;1 nts with children

‘a-t.‘ R

- p— - e — e S
m——

««'* = People in safety-sensitive occupations

e 2 -

ﬁ"f -
= N@{:hange in levels of care

" Made consistent with SUD diagnoses in DSM-5

® Opioid Maintenance Treatment (OMT) now Opioid Treatment
Services (OTS)



evels QL'Ea e

GVl -ut:uy.s .f &L SerV|ce

‘—‘--—‘I‘

L —

2 Lavel 0.5 = =il ervention”
2 Laval _l ‘; Outpatient
SHIEVE ; - ~ Intensive Outpatient/Partial

-.

&= Hospitalization
,, 'eve1 3= Residential/Inpatient

——

z, e Treatment

- —_—

"o |evel 4 - Medically Managed Intensive
Inpatient Treatment



EVE] 0.5 Early InterM,e—ntif'fT d—
- —

—a—
-

REcesementiandsEducationiservices forindividual
WitiIRProbIEMS or risk factors related to substance
aPIISE; BUL for whom an immediate substance abuse
JJJJrJ@ “cannot be confirmed

J rJf er ‘assessment is warranted to rule a substance
semsorder in or out

—".'[f a client is confirmed to meet a DSM Substance
~ Abuse or Dependence disorder, and treatment is
Indicated, then client would receive specific
addiction treatment at Level I or higher

® An example might be an individual convicted of DUI

\

\
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UEVE] 0.51s NOTa IeveM care or

M—

’ 'f:’—a- ~

- 4d
- 4

"""but the combination of

»&3‘ ch veducation and assessment. If

i assessment indicates the need for

’ eatment the individual may receive
treatment at the conclusion of the 0.5

service or concurrently



'OMength of Treatment

SRASAMdoes no spggfy Iength oftre
diysevel of care
Slhererore, U Srograms —
nle j) day Inpatient, 60 day residential or 20
3"—‘33]0 JOP programs!

- :)JC nts length of treatment is determined by
=l 1en; they meet their treatment plan goals and
= ,f‘objectlves

e [tis clinically inappropriate to determine length
of treatment by the calendar

® The one exception is Level 0.5 DUI programs
whose length is determined by state legislation

1ent for ﬂ

NV amay o ~ o Y )
' C 0 @ al



1to 7 8 to 14 15 to 21 22 to 30
L_ength of Stay in Days of Original Admissions

Source: MEDSTAT Systems Inc.
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ODUTPC
) Laye (S—r,]r\ rrlcervanwr .
® e ~\Outpatlent

.\_

eSS | _n 9 Contact Hours/Week
SREVElD -

2= Intensive Outpatient/Partial
= ,.:-;;;:: ~“~ f-.;—‘-" Hospitalization

Vel
aval

n‘._.-

',.*Eeve1 2.1 -9 or More Contact Hours/Week in

— e —
—

~a Structured Program (6 hrs. for adolescents)

- &level 2.5 - 20 or More Contact Hours/Week in
a Structured Program




ntensity =
tensity in the outpatient levels is
.carm ed by time, e.g., minimum of 9

‘ |ty in reS|dent|aI levels is determined

S h——
T —

_?p atient needs and services provided



RES UMY Inpatient Levels of Care
SNEEVEITS” _|'den1:iayQE_a‘tient SEerViees —
— Layal® rl-{:IinicaIl- WVonaged Low=Intensity;

r{‘-ijjl-\ SEVICESTErarmalimVay IOUSE:

— | _\\/A 3 Clinically Managed, Population-
FOCUsed, High-Intensity Residential Services (e.g.,
fjs rapeut/c Rehabllitation Facility)

=eve| 3.5- Clinically Managed High-Intensity
"“'Re5|dent|al Services (e.g.., therapeutic
- community, Residential Treatment Center)

— Level 3.7- Medically Monitored Intensive Inpatient
Treatment

e | evel 4: Medically Managed Intensive Inpatient
Treatment

--‘
-y
e 2
‘
—
-_—
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pNSreMieve FR@AR P
VISt offer a minimum of 5 hours of
LeEat ént/week
Uil a dolescent, likely to offer more

-In %:Bntrast supportive living is just that —
7*3 ~ no provision of treatment — room and
board and peer support

® The Florida Model

— —
.'—— —
s

-.‘
s-'"



Res dmnnpatient Levels of Gare

o Layel|eH _'“den\ti'a_l/@_a'tient Services -

=jkevel 3.1- Clinically: Managed: Low-Intensity.
RESIUENTUAISERVICESH(E:GE Naliway NOUSE

SCVESS= Clinically’ Managed, Population-

ROEUSE, High-Intensity Residential Services (e.d.,

Viierapeltic Rehabilitation Facility)

= | evel 3.5- Clinically Managed High-Intensity

—. -

| -

— Residential Services (e.g.., therapeutic

~ community, Residential Treatment Center)

— Level 3.7- Medically Monitored Intensive Inpatient
Treatment

e | evel 4: Medically Managed Intensive Inpatient
Treatment

AR
—

.
- p—
—



\ —~
-

v _ the.Change In

- —

—
o ~

Jr)f*—‘\/JJJ:'\ G’a‘ "“* V'\crc.-.‘
MEEIL ,Jrr nten5|ty Residential Services”

Ve T ;ver meant that way, many users
' erM ed Level 3.3 as an intermediate step
= fmtenswy between a 3.1 and a 3.5

’—o

—-'A‘




Why 't Change In Name&,
IifISTactlc ya1a/e care sp e5|gne!l

[eiFpatients, with acute OF Chrenic cognitive
WETICItS ~

XIS ,)I- include:
= €arl %’dementla

gnltlve deficits associated with psychosis
-raumatlc brain injuries

acute brain syndrome

— chronic brain syndrome

® |n order to respond to the cognitive deficits,
treatment is slower-paced, mre repetitive and
more concrete

= '7-4‘ - =
— e —
— -

—
ﬂ'_.__-‘ —
— d
p—

o —



RES dmnnpatient Levels of Gare

o Lavelek _'“den\ti'a_l/@_a'tient SerVices .

Sevel rl-{ilinicall. Managed: Low-Intensity:
r{rbjre SEVICES (€.d- haliway nouse

— | eva} 3- CIinicaIIy Managed, Population-

FOCUS! d High-Intensity Residential Services (e.g.,

717 rapeut/c Rehabilitation Facility)

=eve| 3.5- Clinically Managed High-Intensity
”Re51dent|al Services (e.g.., therapeutic
——community, Residential Treatment Center)

— Level 3.7- Medically Monitored Intensive Inpatient
Treatment

e | evel 4: Medically Managed Intensive Inpatient
Treatment

- ~‘ B
w——
4"’"

.
- —_
-



s Description -
SEIgnl ensity?.ewic.es'withmmaedicgl
COIMPONENL — -

Fopatients who have significant def|C|ts N

f“Jr)JJ‘L skills, my have a history of abuse,

ri)r; firom very chaotic home

lronments may have criminal histories,

‘"‘i/ have antisocial values (possibly

E “meeting criteria for Antisocial Personality
Disorder)

® Originally came from the Therapeutic
Community model




Issues ———
M —
o) < g to

NCOmMmercia 'insuraj&gtm m
EImburse than for inpatient

n) e r).J_)J ally fiinded programs, significantly over-
JrJhmc ,most freguently because the individual
S f]JH eSS

YJl: ON’T TREAT HOMELESSNESS!

ﬁzpubllcally funded programs, there is often
'f_f "ﬂnapproprlately long lengths of stay because:

-~ —state description of level of care includes
‘ length of stay

— consideration of the old TC model




RES dmr Inpatient Levels of Care
SMEEVE] 5% Re "|denﬁayg_@p§ient SerVices <
SEEVE] - rl-*CIinicaH- Managed Low-Intensity
r{_w_)]_«[,,\ tial"Services (e.g. halfway house
— | eva .3- Cllnlcally Managed, Population-

FOCU sed, High-Intensity Residential Services (e.g.,
/’:ﬁ rapeut/c Rehabilitation Facility)

= | evel 3.5- Clinically Managed High-Intensity
’-"‘-""Re5|dent|al Services (e.g.., therapeutic
- community, Residential Treatment Center)

— |.evel 3.7- Medically Monitored Intensive Inpatient
Treatment

e | evel 4: Medically Managed Intensive Inpatient
Treatment




evel 3.7 & 4 ’

J F’J"J’ are medméFEﬁt’Level 3.7 medlcally
ffuf//ra s@(iphysiciantinvolved) while Level
RISH 7ed|cally managed (physician

rruru.,

gﬂl el 3 7. requires 24 hour RN service

- ‘evel 3.7 may be free standing or in a
- hospltal while Level 4 must be in a
licensed hospital

® The disappearance of Level 4 programs

\ \l l hu‘

-—



2ASAM Criteria -
Dimension 1 - Detoxification Service p.*_

SHIEVEIRIEWM:  Ambulatoery: Detoxific ithout
Exiagidel n -site, Monitoring (e.g. Dhysician office
orelcile |—\/f9 C i '
MICVE] )~\f IM:- Ambulatory Detoxification with Extended
on Ju:e.‘ Bnltormg (e.g., detoxification on a partial
JJI)IP lization program)

ievel 3-WM: Residential/Inpatient Detoxification

—J
L — - & ‘-‘
’_J.— - »”

= -—Level 3.2-WM: Clinically Managed Residential
> Detoxification (e.g., social detox)

— |L.evel 3.7-WM: Medically Monitored Inpatient
Detoxification

e | evel 4-WM: Medically Managed Inpt. Detoxification

v
~ ~
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In a little known annex of the Betty Ford Clinic,
discarded tequila worms dry out.




OMT --->0TS -

“,e evelopment and increasing use of antagonist
drugs e.d., oral naltrexone, extended release,
~ injectable naltrexone (Vivitrol) and acamprosate
(Campral)

® Opioid Treatment Services (OTS) which replaces
OMT includes both agonist and antagonist drugs



—-

Agonist Antagonist

Heroin Methadone Heroin Naltrexone

v v ‘




Y jonist Treatment
sanBe Furtger Broken;Do

> Odldlel= ‘JJ nent-Program«(OTP)
— AN ¢ xample of; th|s would be the classic
mar ladone maintenance program (although

SImicl Ay are also now using buprenorphine as
eII)

.:.» - .-—--__

— ‘—’These are heavily regulated by federal
~_ agencies

—Although methadone can be prescribed by
any licensed physician for the treatment of
opioid withdrawal or the management of pain,
only an OTP can dispense it for maintenance

—

| ;=,‘. m“



. : . ﬂ-‘-’,
gonlst Treatn%
an Be FurﬂiEr..Broken wn

o CO)ffleas F'e Gnnl ".""“ OBOT
SYAn office-based practice in which the
prYySIcian can prescribe buprenorphine or any
“Of he antagonist drugs

,; - ~=n ‘order for the physician to prescribe

; ~ buprenorphine he or she must go though an
~ 8-hour training course

— There is a 30-patient limit but the DEA can
authorize 100 patients after the first year

-i"’-":‘:"‘

\ \



1P VOt e on methadm
bupf,g’ 0) ] ou»r

o /'fJfof:’ﬁ_f,‘

SESUIlIFe lcted means
—wrr s Jlsion

— e -s of control

,,--_ _—G““ =

= — EContinued use in spite of adverse
"’E“ = “consequences

- —craving
® Remain physiologically dependent



Other Changes —
in.the New ASAM Criteri ——

PRRE-OGE red to be m“c’)?é‘-"user -friendly. and follow the
liowafiomiisternicaliFeundationsiterGuiding
Prinigielfe: to Assessment, Service Planning and
HECETIES it decisions

> r\JJI =G CENT CRITERIA NO LONGER
EPARATE/STAND-ALONE: consolidated Adult and
‘ae‘lescent content to minimize redundancy while
preservmg adolescent-specific content

| e Section on working with managed care

¢ Updated Dimension 1 information reflecting more
recent research




Chanc S5hinithe New ASAM Criteriaws

SREHEEENRtItle S — ..._J-‘b

T e —

LOL)5 S -

— —
e - -

—

“Thia A9 ’Jj/ e PIaC et Gritera or the
f f‘f—’J!Jfl m‘ of: Supstance-Related Disorders”
“T nr-v" SAM Criteria.: Treatment Criteria for
=51/, _stance and Co-Occurring Conditions™

5--“'

"’New level of care numbering system from Roman to
- _Arabic numbers (e.g. Level II > Level 2)

® Change in name of Level 3.3 from Clinically
Managed, Medium Intensity Residential Services to
Clinically Managed, Population- Focused, High-
Intensity Residential Services™
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BPA rticipant Assessment

—H,mé ’c Problems/Prlorltles
= f); 2]

== 'rogress

-

—_— e - R - o

m——

- ‘-‘—

(Assets and Obstacles to Improvement)
With /ntensity of Service (Treatment
Modalities, Strategies and Site of Care)
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ENT.ASSESSMENT

- Data 1ro 0

BIOPSYCHOSOCIAL
- Dimensions

PROGRESS PRIORITIES

-

HESDONISE tb‘{i_i";r t
BIGRSYCHOSOCIAL Severity (SI) BIOPSYCHOSOCIAL Severity (SI)
and Leevel o Functioning (LOF) and level of Functioning (LOF)

P g —"

SERVICE PLAN

BIOPSYCHOSOCIAL Treatment
Intensity of Service (1S) - Modalities and Levels of Service
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Jimensiona
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, - -
fensional Criteria .Asse,ssknt""
- -——

o Dlgy) r*n_)un AGuterntoxication/Withdrawall
P Potentlal

J JJm@n\ on 2: Biomedical Conditions &
e Complications

en5|on 3: Emotional/Behavioral/Cognitive
= Conditions & Complications

mension 4: Readiness to Change

® Dimension 5: Relapse/Continued Use/Continued
Problem Potential

® Dimension 6: Recovery Environment

(

F
,s_
e Di

e _
—




L |men5|5n 1

e ref Detoxmcatlon changed to
“;\ Vith drawal Management”

.;_ m— -/ ’—

=% _1vers detoxify patients
~ e Clinicians manage the process

— e
c—
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et

ASAM Crlterla,ﬁ'mensmn"t:.'«.-

ential

) oxmca |on7/W|tI§I raw

e _—— —

2 u:lm)la ‘ JESUOT
A\_L-_) ere current signs of withdrawal?

— Plejsis he patient have supports to assist in
=< T bulatow detoxification if medically safe?

e — Has the patient been using multiple substances

-

| ': ~in the same drug class?

= — If the withdrawal concern is about alcohol,
what is the patient’ s CIWA-Ar score?

— When was the substance(s) last used?

—

" "::J\‘j“

|1\l



-l . o
j hree oalsigpimenﬁﬁi"

ey —

¥ Avo]d' of potentially hazardous
sonsequences of discontinuation of drugs
Jfr*eendence

_ I e =acilitation of the patient’ s completion of

= "E:Ietoxmcatlon and timely entry into
- continued treatment

“® Promotion of patient dignity and easing
discomfort during the withdrawal process

-‘
- -
-
,‘:4
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Driig and Alcohol Hist
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e ‘ —_— RE——

N

[ 2 ~ e -" . - ..-,_‘ A“ e, 2 - o - |
Drug Houte of TSI IS ANIGHIEE HIEGHENGY A 06
Name Administration: LUssn L Riobletn s : TLGE
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Drug of Choice: LLongest Abstinence: When: Circumstances:




RENT AND FUTURE
” HDRAWAL PROBLEMS

V- .
- e
- d"q‘.“a -
-

= AREPAST

—f
” S
p— T~
.—" - ’-.'

- g—

;——"‘""’-WITH DRAWAL PROBLEMS



he CIWK’-AM
©linical InstitutegWithdrawal ent

of Alcohol; Revised)™ -

e —— —

SHArequires under two minutes to

daminister

E=SSHtrequires no medical knowledge
= ® [t provides you with a quantitative score

e
— e Wi

~ that predicts the severity of withdrawal
- from alcohol




J\JF\U‘”” ANDOMITING: ASk
“do you feal gtV
stornzch?  rlive yau voIml jteiel
Observation _' ': -.j._- .

e -
0 No Neltises] 4 'no vomiting

" v

MildiNatsea with no vomiting

‘-
e i

“ﬂ—‘

C—

TS

R —
—
P
e ”4-

. " .'n" ’
N

: J ‘."—_—-

' ’E'éTﬁ'nttent nausea with dry
—:_- -z.-heaves
— - :
= 6 :
7/ Constant nausea, frequent dry
heaves and vomiting

[F ) = ‘ " = =
aGichon IR e EachN-oundation Clinical Institute Withdra
ASsessment for Alcohol,
. -

vised (CIWA=

REMOR, Armsiextended and
IRGErSs spread apart. -

( Jﬂg\ c l‘ _

0 No tremor

1 Not visible but can be felt
fingertip to fingertip

2

3

4 Moderate, with patient’ s arm
extended

5

6

/ Severe, even with arms not
extended
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3101me tions ar Blications

’ S — ! -‘

2 Sainigl [EXQUEStioNS
SATE ere current physical illnesses other than

Wi rawaI that need to be addressed or
=3 ,.:-;;; |ch compllcate treatment?

-

= ‘Aré there chronic illnesses which might be

p— —

= ‘exacerbated by withdrawal, e.g., diabetes,
- hypertension?
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ASAM Criteria Dimensio
adical Cor itlens an(
: (Cont.)

cations

—

o “__'J-.', °

o) e Questlons
, re a need for medical services which

‘,4

|g'ht interfere with treatment (e.q.,
5,~' hemotherapy or kidney dialysis)?

— Are there conditions which might interfere

~ with treatment (e.g., chronic pain with
narcotic analgesics, pain associated with
acute pancreatitis)?

JQ’:"

-
——

.o

i
— -
-

'._J
s

.
—
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§woTypes of Medicaf ™ e
sonditions and Comr Iications

J ';;jons which place the patient at
RISk (€.g., esophageal varices,

== (nstable hypertension or diabetes)

= » Conditions which interfere with

~ treatment (e.q., the need for kidney

dialysis, chronic pain, pain from acute

pancreatitis)



WHENE

Trilnls aJ:*'e i f ical co-occurring
JJ_J \_//r

»___'

% |s B
’..5‘.’ JF e’ﬁa'tltls C

‘-Pregnancy



AN rlterla Dlmensmn
E" oLIONG

—— and Compllcatlons

‘-"‘

conditions

gsciniple ‘Questions

r\re ere current psychiatric illness or

; _;-_;ologlcal behavioral or emotional

= problems that need to be addressed or which
e f’c—omphcate treatment?

,‘n" '—-

~ — Are there chronic conditions that affect
~ treatment?

— Do any emotional/behavioral problems appear
to be an expected part of addiction illness or
do they appear to be separate?



i Criteria Dlmensmn CHp—

EFITOTIC naI/ Behavioral/ Cogmtlve Cleonsp
and Complications

-——
T

odimiple QUESLIons
5 E/r\n ~connected to addiction, are they severe

J,J.. ) to warrant specific mental health
ftrea ment'?

—Do any. emotional/behavioral problems identified
-‘-"‘rflappear to be more consistent with the
~ adolescent’s developmental level than an mental
- health problem?



: avioral /Col
nd Comp ICatIO! ns'(Cont. )




O~ Occu rring Dlsordel’sv-;a.-

SHYEDES dmg on thé‘ﬁb‘up, CO- occurrmg
WISOTUETSange P ot OX What s roundin™ =
SOMmmunity samples, W|th corrections and
NEthe adone populations being the highest

2 1;13, eneral it is estimated that 50 — 60 of

= persons with a SUD have a co-occurring

-

;’m_ental health disorder

e In general, it is estimated that 35 — 50 of
persons with a mental health disorder have
a co-occurring SUD
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19 I Ym»:,,

PATIENTS '

WHO' ,1,\» ‘CO-OCCURRING DISORDERS
BUT

ANY PROVIDERS ARE TREATING
= BOTH

::.:;_'.;_"‘7 ~ THE ADDICTION
= AND
THE PSYCHIATRIC COMORBIDITY?




urring Addiction and MentfaT"'
| ealth DisordersExist
f Feating Eltﬁ'éﬂ\llthout the Other

MU.I "->‘ _mmmnmwnen--—

Vi an Co-C




ATTENTION " —
P) CITfﬂYPERACqIﬂI'i! |
—_) DRDERJ(ADHD) . =
SNincidence in the General Population is:  2.3%

0 Incjde in @ cocaine using population
| ]:) 32-34%

| {o 15% of adults with ADHD will still meet full

3 "“

_ec riteria by age 25

' OJp to 65% of adults with ADHD will still meet in
“partial remission” criteria by age 30

eRate of ADHD are higher among people with SUDs






FExtra Strength

RITALIN

THE CHEMICAL LOBOTOMY!

Novartus Pharmaceuticals Corp.

seen at www.waicherswep.com
Because the American Psychiatric Association and

the National Institute of Mental Health have decided

that childhood is a Mental Disease.
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art.of the General -
nension 3 Assessment Inc]um“'

nt of; Suicida 1tV~

lzitale \\"' ATNIaher rist

-

tor

: hlte male over 65
o5 Ma]or depression, bipolar disorder
- /- Previous suicide attempts
= v/ Family history of suicide
v Plan, means & opportunity
: v Access and comfort with a lethal means
of suicide (e.g., firearms)
v' In treatment



J\JJ—'J_ M/ Nno- -suicide
E " contracts
-DO NOT work
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Jhe Emstmﬁb’f a Psychlatrlc

_. y JIATONE

7 ¢

| - Is Not Predictive

Jj‘f AL |I|ty to Utilize Any Particular
= . nten5|ty or Type of Treatment

—

_«: ~ Without an Assessment Of

-

;"‘ Level of
Psychiatric Functioning

-



viéntal HeathiProblem
I d Mental Health DISOI‘dﬂ?- 3"’

pomt there are enough symptoms and
Sito meet dlagnostlc criteria

.S....c'

= fproblems

- » Generally, the more criteria an individual meets
beyond what is necessary to meet the diagnosis,
the more severe the problem

® [t is not reasonable to assume that a new
admission has no mental health problems



AngerManagement Problems™

Anger management:
When angry with someone,

it helps to sit down and

think about the probleg;

~
- '

R




JHeWewParadigm for:Co-Occurring s

Disorders w

(Alaracteristics f -c urring Disorders .
A, ENTS | SERVICES

Addlcuon@ i ;Patlents Addiction Or"/. 2n\ “es
IfEividuals who exhibit (AQCS)* € »r.ce_ directed
Elibstance abuse or tovare ti > Limelioration

= dependence problems .. Su. ance related
= Sithout co- occurring 1is rders without services

..-»: menta| health prob|e!-) 1ui the treatment of co-
- ordiagnosable Ay’_ T« - 1. occurring mental health
disorders problems or diagnosable
disorders. Such services

are clinically

iInappropriate for dually
diagnosed individuals



ﬂa*ﬂmwgm for Co-Occurring DISOrders s
. racterlstlcs of Co- Occurrmg Dlsordem -

PATIENTS ™ SrRVICES
i)

SWVILINCOSOCCUTTING S | -
MFl Prae mmmﬁ“!ﬂ- !cmculrrmq Fnhanced (COE):

Wr lq‘nﬁeverltv Psychiatric services available

on site or closely coordinated;
ndividua ho exhibit all staff are cross-trained in
gu,J, 0Sa Ie Axis I or II addiction and mental health
disorders, who are not and are competent to
==ctab eand require mental understand and identify signs
=T ealth as well as and symptoms of acute
= addiction treatment psychiatric conditions and

e treat mental health problems
along with the substance use
disorders. Treatment for both
MH & SA disorders are
integrated. This service is
most similar to a traditional
“dual diagnosis” program.



~ ‘.’,F

Jradigm for Co-Occurrmg Disorders

Patierts Wit

VIERIebIEmSs off mild to

Cha acterlstlcs of Co- Occurrmg DlsordM

ATIENTS -Q.

SERVICES

SO=OCCUrng” Co- OccurrlnqCapabIe (COC):

SIHETCILEISEVETtY:

IRdividualsiwho exhibit

@)rsub-threshold

= diagnostic (e.g., traits,

ym toms) of mental

%’* | vhealth disorders or (2)

~ have diagnosable but

stable disorders (e.qg.,
bipolar disorder but
compliant with, and
stable on lithium)

—

: 1'

\\I

Primary focus on substance
use disorders but capable of
treating patients with sub-
threshold or diagnosable but
stable mental health
disorders. Psychiatric
services available on site or
by consultation; at least
some staff are competent to
understand and identify
signs and symptoms of
acute psychiatric conditions



mﬂmwgm for Co-Occurring Disorders s
racterlstlcs of Co- Occurrmg Dlsordem - —

PATIENTS —’E:. SERVICES

Patlaniis witp) CemCleetigginley Co G IFANA ERnanced (€@
N Probiemsior moderéte PSychiatric services avallable
te) rllein) Si2vS 0 on site or closely coordinated;
s all staff are cross-trained in
addiction and mental health
and are competent to
understand and identify signs
and symptoms of acute
psychiatric conditions and
treat mental health problems
along with the substance use
disorders. Treatment for both
MH & SA disorders is
integrated. This service is
most similar to a traditional
“dual diagnosis™ program.

ndividu als who exhibit

diagnosable disorders,

= vho-are not stable and

— eqﬂlre mental health as

~ well as addiction
“treatment




HeWewParadigm. for.Co=Occurring, Disorders ..

S ~Patic s with Co-Occll
onicand Debllltatlng
Ventaldiiness:sndivid

Who Exhibit severe and
persistent mental illness which
chironically limits their ability to
function independently in the
community because of their
ontal health and addiction
ro/ems They require
ont/nuous care and case
management In the community
= “in which they live in order to
function and avoid
rehospitalization. Total
restoration of function is less
likely than with patients with
co-occurring MH problems of
moderate to high severity.

. AR r

r (Shulman MOdIflcatIO,IE‘)/

Characteristics of Co-Occurring Disorders

- Co-Occurrlng Enhanced
. (COCwith ACT & CM):
sychiatric and addiction

assertive community treatment
services and case management
are provided to the patients in
the community in which they
live as part of an empathic,
continuous, hopeful, treatment
relationship in which
Integrated treatment and
coordination of care can takes
place through multiple
treatment episodes.



Quadrant 1 Q_uadraht 2

More severe mental
disorder/less severe
substance disorder

Less severe mental
disorder/less severe
substance disorder

== Quadrant 3 Quadrant 4
==
Less severe mental disorder/ More severe mental
more severe substance disorder/ more severe

disorder substance disorder




e A subdomain
S assessment subcategory

, | within
= Dimension 3

T

= -z..,.(EmotlonaI Behavioral or Cognitive
= Problems),

as described below:
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- 3 :e a] Functlonlng
,Ablllw for Self-Care
3) ‘Course of Illness



nt' Subdomain Description™

Daingrautis SR E e e —
pusiiy with reg: L mmm—

DENAVIOrS: at pose a risk to self or others and/or to
DTOpErty;
SESEriousness and immediacy of the individual’ s ideation,
,)Lm.s-‘ d behavior

=ADI | vto act on such impulses

"
——

-

- ——

— “' =
‘/‘ —

z‘Efference with Addiction Recovery Efforts:

-

_-' —-

- _..‘
-

f

— /7
o Degree to which patient is distracted from addiction

recovery efforts by emotional, behavioral and/or
cognitive problems;

® Conversely, the degree to which the patient is able to
focus on addiction recovery.



Adolescent Subdo‘m,a_in Description e
—

el

*rDegree to ‘which an individual®s relatlonshlps are

affected by,his 0 er SUbstance dﬂ@.‘ﬂl.—-—-q
EMOotional, benavioral'and cognl |ve prolems

00K at ability to cope with:

= Friends

== Significant others or family

\/ocational or educational demands
— JAblllty to meet personal responsibilities

—4‘
; {.“"_’_
,‘—

= Ablllty for Self-Care:

The degree to which an individual can perform activities
of daily living;

Look at such things as:
- Personal grooming
- Obtaining food and shelter
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léscent Subdomain Description g
Callras U :/'/{QQSE.-%'_’..- -

I

e

SBEMploys the hlstory of the patient’ s illness and

LESPOnN: e to past treatment to help to interpret
the patie snt’ s current signs, symptoms and
,)r-l.- tatlon

.'._—_—_"j ..—_.‘ —
e ™ ——
o "‘—"'-' -—- -

=y o_predict the patient’ s likely response to
~ future treatment;

® Assess interaction between chronicity and
severity of current difficulties
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MINENT DANGERZS

Stif ng probability i tﬁai‘t:"certam behawors will'eccur:

(vJ )., CJnrm.Jer 2| GofBIeRARUIGNISEIGHIEIBPSEIORNGN=
COITIpic ance with psychlatrlc medications)

ihe ellhood that these behaviors will present a

S| Jn sant risk of serious adverse consequences to the
r 1V|dual and/or others (as in a consistent pattern of
= ﬁ_vmg while intoxicated or non-compliance with
,c;neuroleptlc medications in someone psychotic)

3 - The likelihood that such adverse events will occur in the
~ very near future

In order to constitute “imminent danger,” ALL THREE
ELEMENTS must be present
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PASAMCriteria, Dimension'4:} .
"Readiness to'Cha .

-—

- —

2 Samgla Cuss]
~ Plejsis) he. patlent feel coerced into treatment or
AGLIVE y opject to receiving treatment?

— ple)y eady IS the patient to change (stage of
r adlness to change™*)?

— ~I W|II|ng to accept treatment, how strongly does

- —

e

—— —
- .4* “—r

-

=—— ~the patient disagree with others™ perception that
s/he has an addiction problem?

* Stage of change should be documented in each
progress note
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ASAM Crgterla,J)lmenSIO
Readln Change

—;'5“’

2 Samuls € estlons
BRI SAthE _tlent compliant to avoid a negative
GON:! "- uence (externally motivated) or internally

-b—"'*-‘

= ; —distressed in a self-motivated way about his/her
,.a1cohol or other drug use problems?

—-z_"'”

= —‘Is there leverage available?

-









AFTER 6 BEERS
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i!iﬁlﬁ%f -COMPLIANCE:
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haracterlstlc of all chronic
= -= linesses/disorders,

—
”

:.»;j-:not onIy substance use disorders!!
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RVALVS. INTERNAL MOTIVATION
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;

(Motivation to Enter Treatment
~ Motivation to Recover)
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i!iﬁlﬁ%f -COMPLIANCE:

ey 4B

.:_: 57 e
seh ¥ P A
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haracterlstlc of all chronic
= -= linesses/disorders,

—
”

:.»;j-:not onIy substance use disorders!!

—
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m:_n as|S ance/CSnfron
=SCc (>r:-5‘|ll5=, 4-‘-...P*

CONFR-

RESIST

CONFRONT-

RESISTANC-

== CONFRONTATA-
= RESISTANCE

= CONFRONTATION

z | RESISTANCE—

CONFRONTATION

RESISTANCE —
CONFRONTATION

RESISTANCE —
CONFRONTATION
RESISTANCE 7




, 3-( Higher Intensity Level of
= Treatment



ﬁﬁ&‘ atient.
u 0 presents for

- ssessment or
treatment IS
motivated!




@ 1997 Randy Glasbergen.
E-mail: randy@glasbergen.com
www.glasbergen.com
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jfanstheoretical Stag'es of Cﬂ'@é—;
(ﬂ ;chads 8 |Clé'M‘é)

- - e ——— WSS — -

) Prae Jmn' plation
o Cojpjea 1at|on
b I)r‘-\c are tIOn
=9= ' Jon
—-»"—I\Zlamtenance
- e Relapse and Recycling
® [ermination



odel of the Process of CI

\Cti . . Enter
A2895) HIECOTEINDIAnony <<

Here
\

\
\
|
/

Temporar //

Exit )
~ -~ <
S~ — — -

Prochaska and DiClemente
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PR 'CONLM PLATI(N"“'

e

e

NBEVEL considering the p055|b|I|‘w of change
JJFIJJJ Jr} thers are aware of the problem

S ACHVE _.S15tance to change

— -._.

J Siglel m appear or treatment without coercion

1 ould benefit from non-threatening information
and strategies to raise awareness of a possible
“problem” and the possibilities for change

—
—

-

B
= \



P

0)) TEMPtATION :
AMDbivalent, undeaded aC| Eﬁlng be hether

ne/she -reaIIy_has a pro or needs to change

Vants to c 1ange, but this desire exists simultaneously
WItN re |stance to it

2 t‘?.-:

NL»[_ cek professional advice to get an objective
SE sment

g =

- ...J— e

- ———
— — -
” .4‘ -

=" Motlvatlonal strategies useful at this stage, but

Laggresswe or premature confrontation provokes strong
= resistance and defensive behaviors

\ U,p

® Many Contemplators have indefinite plans to take action
In the next six months



e .

",J PARMI%,
S aKes person froms made in Contemplation

Stage to the specific steps to be taken to solve the
DIODIEMTINTNE ACTC

.
> .;.‘ a

SlLallc

4 lplegee - _jconfidence In the decision to change

e=Per Jin certaln tasks that make up the first steps on
= the oad to Action

——
— e —
——

-

-
"
-

o Most people planning to take action within the very next
month

\\

® Making final adjustments before they begin to change
their behavior.



SPECIfIC actions intended to bring about change

@Vert modification of behavior and surroundings
R N ¢ i

- ¢ A

'-, T

",

| i %

VIOST DUSY tage of change requiring the greatest
commitment of time and energy

: g L —
e . e & -

__f? € not to equate action with actual change, or activity
~  with action

== Support and encouragement still very important to
prevent drop out and regression in readiness to change.




AINTENANCE —
SUStain the changes accompllshed b}M’%
and i J,-v- t relapse” = -

{aq.ur—w ’ f' tisetwofiskillsithanwere neededto
nu.ld!.a t‘ i _ge

(50NSC '-‘; |on of gains attained

~ .'DV\ .

S=Not « '? sfat|c stage and lasts as little as six months or up
SeE: .1|f_et|me

——

.—?""_

=" Learn alternative coping and problem-solving strategies

5 Replace problem behaviors with new, healthy life-style

e \Work through emotional triggers of relapse.



AND RECYCLING

~arn from relapse before committing to a new
'c_‘ycle of action

® Comprehensive, multidimensional assessment to
explore all reasons for relapse.



ERMINATIQW

SaINIS. S -e-.r ult n s Oal o)
rrurL"

. ( -
2 t‘?.-:

J ,)Jse ) exits the cycle of change, without
= feal ,Df relapse

_—

_’—

-

.'V,)

.\ \.,p

_—

Debate over whether certain problems can
be terminated or merely kept in remission
through maintenance strategies.



ange and Therapists’ Tasks
THERAPISIF S MOTIL L TASKS

,ge'

e

Preconternpls] rJon

"!

= - e i) S — - ’
}:cpr(trr— cheasertherclientes perception o ris

| |and problems with current behavior

Conterr ,F)]EJ"FL)f' ,

. . r
_-: TR - .

-
- -

- | Tip the balance — evoke reasons to change, risks of
not changing: strengthen the client” s self-efficacy
for change of current behavior

Hra,ur |

—

< -
—

.-—
’.'

1 l.

Help the client to determine the best course of
action to take in seeking change

— -

t{ =

v:g\

FAC

g
—]

-

\ !

Help the client to takes steps toward change

Maintenance

Help the client identify and use strategies to prevent
relapse

Relapse

Help the client renew the process of contemplation,
preparation and action, without becoming stuck or
demoralized because of relapse




PASAMCriteria, Dimension S5i% :
REIdpSE] Continued Usey Continteéd'Probl
- Potential

- — s
-—

wn)ja C UESUIC
SIOWa ) are IS the patient of relapse

(riggers, ways to cope with cravings and
alls to control impulses to use?

== 4“ 1at is the patient’ s ability to remain
'abstment or psychiatrically stable based
_* on history?

e \What is the patient’ s level of current
craving and how successfully can they
resist using?

\ U hs‘

P
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SAM Criteria, Dlmmb
REIG Contmu'e'ﬂi]sé7Con Problem

e — otentlal ‘cont. — =

2 ki ep) ¢ sychlatrlc medlcatlons IS the patient
COmp |ant?

2 jj’ e patlent had another chronic disorder (e.q.,
|a hetes), what is the history of compliance with
treatment for that disorder?

- s the patient in immediate danger of continued
severe distress and drinking/drugging or other
high risk behavior due to co-occurring mental
health problems?

=-'-"—"""‘

—



ASAM'Criteria, Dimension' 579
RE1dPSE] Continued Usej Continued Probl

____Potential(cont.)”

R

— Dlejeks »’t'hé' patient have any recognition and
Kills'to cope with addiction and/or mental
nea th problems and prevent relapse or
= = ontmued use/continued problems?

——

g:: f;~ —What severity of problems and further distress
-~ will potentially continue or reappear, if the
- patient is not successfully engaged into
treatment at this time?

>



Description oF a Relapse 5-’

‘-&
ENANECURN to-the use of p ychoactlve substances
JrrarJ saflochoic] a5t 2 MONTtAS G

JJSI‘JJ‘]“ ce/ recovery,

If] .jm d|V|duaI who has completed a course of
IHPe __.lent or outpatient treatment or has had
{e Fecovery group experience,

"a‘é a result of which that patient/client has made
— and internalized certain changes in functioning,

o which had allowed the patient to cope without
resorting to the use of psychoactive substances
In the interim period

\ \'J L h\\“




P

N®te§§o Relapse-gI S

PSRliNISTassumed that the reIapse process begins
lerlel .)9 -ere that actual substance use

SR AF P E implies that the patient acquired and
e rnalized certain coping skills and strategies
| '-c 1d then something happened which brought
'about a return to the active addiction

"o CONTINUED USE is just that (“You can’t fall off
the wagon if you never got on it!”)




'/

SBUT tentlon IS paid to the fact

:he term IS not used in medicine for chronlc
_-«Jdlseases instead usmg “exacerbation” or
— “return of symptoms”

— The term is sometimes used judgmentally
with a conscious or unconscious blaming of
the patient

e _.-'
...a—'
B 4—
—.‘
.-,-*
-
gzi’* o
e
e
= =

R

o —_—



what

happened:!




COMPARISON OF RELAPSE RATES BETWEEN
DRUG ADDICTION AND OTHER CHRONIC ILLNESSES

100

(==
[

30 to 70% 30 to 70%

o
=

40 to 60%

30 to 50%

N S
== NN —

Percent of Patients Who Relapse

o

Drug Typel  Hypertension  Asthma
Addiction ~ Diabetes

Relapse rates for drug-addicted patients are compared with those suffering from diabetes,
hypertension, and asthma. Relapse is common and similar across these illnesses (as is adherence
to medication). Thus, drug addiction should be treated like any other chronic illness, with relapse
serving as a frigger for renewed intervention.

Source: McLellan et al, JAMA 284:1689-1695. 2000.
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Jg,hg he ontmuo'us Asses nt
orA essment.c elapse |

™
S—— — o — ﬂ

o HALLNTA SEOSIVIEEINA &

L e e
-

Data from all

BIOPSYCHOSOCIAL
Dimensions

GRESS PRIORITIES
BIOPSYCHOSOCIAL Severity (SI)
and level of Functioning (LOF)

PLAN

BIOPSYCHOSOCIAL Treatment
Intensity of Service (1S) - Modalities and
Levels of Service






FOY.S ome Pz lents Cllents- -
~ theissueis

Hablllta tion

,:“‘ - rather than

— -,;:/ —

,

- Rehabilitation

_
—



== ; e/apsed after having been treated,
E then the previous level of care was not
/ntense enough!



Comprehensive Alcohol Dependence Treatment

Limbic Region
Role:

Drive Generation

Pharmacotherapy

Why Psychosocial Treatments Alone Are Limited in Effectiveness




For alcohol dé‘ﬁ'éndenceyg

= on5| era_tm'h W =

Adiction medlcatlons
JIQLL'J‘ psychosocial treatment

L
p— -
c

= J“E §Hlf|ram (“Antabuse”)
== -‘Acamprosate( ‘Campral™)
- o Naltrexone (“Revia” & “Depade”)

® Sustained release injectable naltrexone
(“Vivitrol™)

— .’



~or.opioid dependence“;
conmdﬁmn shou|d

o~ ‘ V ey o b

g -addlctlon medlcatlons
TC |th psychosocial treatment

1

. co— el s

fv s fhadone

~‘ §uboxone (buprenorphine + naloxone)
~ e Subutex (buprenorphine)

® Sustained release injectable naltrexone
(“Vivitrol™)




. Simplications:of Language, . =

SABIEfiEcotherapy.is often called =Medi
Assisted Treatment” c')‘r'1VIAT

o Wrian) SOIMED! ST EHE ‘onic disease’of'diabetes ™
USESHNSL I|n we don' t call it Medlcatlon Assisted

T er.er'

J Wn;l Ssomeone with the chronic disease of

| ,J;L\ rténS|on uses an anithypertensive, we don’ t
—=—¢ H ‘it Medication Assisted Treatment

S

e For some, MAT equals Methadone or Buprenorphine
Maintenance (agonists)

® The belief that if you on an agonist, “you are still
addicted” is incorrect . . . You remain physiologically
dependent!



’ ""C'C "." D‘\
_)m Id be conS|dered
s a treatment tool

"."."'a:
. - c:_'..

, as others
i :

= e group therapy or CBT

-
-




Th he greatest problem
“v\ h pharmacotherapy
is "he lack of compliance!

— - ‘-‘—
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Figure 1
Trends in the total number of days that naltrexone was supplied among members of a large mid-Atlantic health insurer
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0-30 31-60 61-90 91-120 121-150 151-180 181-210 211-240 241-270 29271
Days supplied

Pharmacy claims for NTX-PO in a plan with 1.5 million insureds for 3 years
(2000-2002)

Half of patients never refilled — despite Insurance coverage

Stephenson et al. Effects of Medication Treatment on Cue-Induced ...
American Academy of Addiction Psychiatry. 2006



http://www.thegeorgiaschool.org/2009_school_handouts/Myrick%20VA%20Alcohol082009.ppt
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VAWATROL —.Significantly
Drinking Days2

m Baseline (N=56)
m Placebo (N=28)
VIVITROL (N=28)

- ‘ Median Drinking Days Per Month

Results are from a post hoc subgroup analysis
of a 6-month multicenter, double-blind, placebo-controlled clinical trial
of alcohol dependents who were abstinent for 4 or more days prior to treatment initiation.

O’ Malley SS, et al. J Clin Psychopharmacol. 2007;27:507-512.



SSREsults 2006-2008
ReWlet"Average Number-ofsAdmissions”

Number of Admissions by Time Periods
Before and After AR Program

180 Days

LLL

B ccfore AR Program [ After AR Program
Graphs by time

Florida Advancing Recovery/RWJ Foundation— Demonstration Project
N=29 patients; non-randomized; no comparison group




S Results 2006-2008
Ivation: T0. Quit by«njection

Average Motivation to Quit Score

I

4 6 8

Mean Motivation Score

2

B At st Injection M At 2nd Injection
BN At 3rd Injection [ At 4th Injection
I At 5th Injection | At 6th Injection

Florida Advancing Recovery/RWJ Foundation— Demonstration Project
N=29 patients; non-randomized; no comparison group
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VAWITROL Reduced Holiday Drinking,_

APHERPELIENTS'WhO Were abstiRERtfor 4 or more days-brior to treatment initi

("]
>
©

°
=2

&

=

=
c

°

N
o
[}
g
c
[}
o
I
[}

a

0%
— |
Placebo VIVITROL

n=27 380 mg
n=_27

Holidays

Similar findings were observed among patients who were abstinent
7 days prior to treatment initiation (n=53).

Bohn MJ. Poster presented at: Annual Meeting of the American Psychiatric Association; May 19-24, 2007; San Diego, CA.




fn‘TB'act on PartiCipationin
Ing andsMutual Support®Groups™

Additional Counseling Participation (%)

)
2
=
k-
Fx]
@
2
5
-
[ 3
)
(o 8
Q.
=
o
[
G}
-
[-
Q
Q.
Q.
-
@

Placebo VIVITROL Placebo VIVITROL
380 mg 380 mg

1. Garbutt JC, et al. JAMA. 2005;293(13):1617-1625.
2. Gromov et al. AMERSA, 2008.



NOITIBREr Reco very:Division (CGRG)S
_ Vivitrol.Client«Outcomesps™ "
IREINEES clients admitted and| discharged between
IyAYANRGhreughre/S0/AdsatAVhite DecrRun=
A[ERWood, Cove Forge, Bowling Green at
Biendywine, Wilmington Treatment Center
anarltifel Center of Galax

= ¥ -

—

Opiate Opiate All Other Variance Variance
Clients Clients Opiate (Denied) (All Other)
Enrolled Denied Clients

& No. of Clients: 358 460 8,053
Average Length of Stay: 23.11 17.96 15.94
% Treatment Complete: 87.3% 69.8%  66.5%
% AMA: 10.7% 24.6% 26.6%
Readmission Rate: 8.0% 13.4%  15.8%




liclliofitheiDAapproved medications. .
fordglss treatment of opioid dependence,
\/J\/Jr IS the only one that does not
“produce or continue physiological

—

P

-;—"‘; .,:;z-*t- dependence.

..-"'

"af-'

- However, it does require initial
abstinence of 7-10 days.

'.5\’\
] \:4"

-






zfroneous Belj_ef!“'
JFrrer(L“ Jeliefs t Jat:
VA \/ vitrol is meant to replace
- S ychOSOC|aI treatments
'izf ZVivitrol is iIncompatible with
~ AA/NA

= \/ Vivitrol is psychoactive or

addictive




Innovations
don’t sell themselves . ..

/. p
J_r J 9 O J <4 44
Capt. James Lancaster evaluates the effectiveness
of lemon juice to prevent scurvy. Results
excellent.
, A7 A7
J J_rJ J _/_/J' < 44
—= Dr. James Lind carries out a second study. Results
- excellen';,

, /e~
J J_r] J /\) O < 44
Britisn Navy finally adopts use of |
prevent scurvy.

1\

non juice

(—l

(
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Mestley,Cla‘W
MID:, 3.0 M'PiH., CAS, FASAM

Jersur GenterforsSubstance Abuse -
Treatment (CSAT)

AEHE G penlng plenary session of the 2011
= ﬁe Cod Symposium on Addictive
= Jsorders (1,100 attendees), Dr. Clark

-!"_

,__; -sald the following:

“Failing to offer and use Medication Assisted
Treatment, particularly Vivitrol, is

l”

tantamount to malpractice!



;3=-== 1 _' Rist :atjen

SHe \/}:‘*‘ 1as determlned that the use of
pRarT .»cotherapy in the treatment of

’~~4

,}c 1ct|ons

o.’..——.

% IS THE
~ STANDARD OF CARE!
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Rt ed Ntions
= Maﬂﬂ’i-w 20 | :
Ar g* tlcular form of ill-treatment
an d possibly forture of drug users
= ;z-;  the denial of opiate substitution
"'treatment the report says, adding
~ this is considered a Auman rights

violation when it occurs in jalls and
DIS0NS

e
¥ b
—.‘ -
_.,-"
— -
-—



e s-NQ,Magi

Allfef the oral anti-craving medlcatlons and

VIVI rﬂo ‘work best in conjunction with

,)ch“ osocial treatment and/or recovery
JJs ort SEervices.

—— e

- —
_— -— -
.~ . P
*’

- :x-:‘:*; panont M Jarusuraisin N (2005). Opioid antagonists for alcohol dependence. Cochrane Database
"". = of Systematic Reviews .

\"

s S
g ~——
_._p-—

— - =
-

s'\

p—
—
e

- Oral Naltrexone and Vivitrol Are

SUPPLEMENTS, Not
REPLACEMENTS!

- ——
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J‘rJ:J\ I WI|| treat |t as a chronlc
= disease

- - -
e
" -
-

—— B

- .‘-".’ —

R
. . <
"‘n: oy "

— Jich means consideration of the use
= -""" F medications as would occur with

-

-

== ‘other chronic diseases such as
hypertension and diabetes.



iC '- reater enemy
= of truth
~ than are lies

.
- i -
- n ——
= -

-
-

Neitsche
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ASAMCriteria, Dimension6:g
REcovery Environmer -
,I:YL&

-

‘”‘—-"

- po— - e — . S
m——

-~

9 wm,na WOESUOT
~ A\(sh ere any dangerous family, significant
gg; . living or school working situations
atenlng treatment engagement and
uccess?

Does the patient have supportive friendship,
’.’T.;Z ~ financial or educational/vocational resources
-~ toimprove the likelihood of successful
treatment?
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ASAM Criteria, Dimension —

R ecovery EMﬁmment ( ont. )

e -

——

Rax, s

2 Samels uestlons
- ,\19 1ere barriers to access to treatment such
S | ransportatlon or child care responsibilities?

Fe there legal, vocational, social service
'agency or criminal justice mandates that may
~ enhance motivation for engagement into

- treatment?

— Is the patient able to see value in recovery?

~;"“

-

e
g —

“.
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aloneis
NOT

g suff|C|ent reason

R

—
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== for a Level 3 Placement!



= I admire people

Who barely have anything but share it nevertheless
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nension 61Issues -
As or.More

ant an . e5tment~ —

-= Ex Felons

~ e Child Care
® Re-entry from prison
® Opportunity



i hEYna edi;éavantaged—-c‘
dindicomplicated the‘:ﬂﬁ'e’ﬁ?

é‘ arp:zmportant; - ——
SE'MANAGEMENT

PR(:0=0ccurring medical and psychiatric disorders
SSACC escents
=——e" "‘Felons
'_"’jf' Glder Adults
-® \Welfare/disability clients
® Financial problems needs
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